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Background: Diabetes mellitus is an emerging public health problem in Tanzania. For the community and the
health system to respond adequately to this problem, it is important that we understand the meanings given to its
symptoms, and the care-seeking practices of individuals.
Methods: To explore collective views on the meanings given to diabetes symptoms, we conducted nine focus
group discussions with adult diabetes patients and members of the general community. To gain a better
understanding of how the meanings in the community inform the care-seeking practices of individuals, 19 in-depth
interviews were conducted with diabetes patients. The data were analyzed using principles of grounded theory and
applying cultural schema theory as a deductive framework.
Results: In the communities and among the patients, knowledge and awareness of diabetes are limited. Both
people with diabetes and community members referred to their prevailing cultural meaning systems and schemas
for infectious diseases to interpret and assign meaning to the emerging symptoms. Diabetes patients reported that
they had initially used anti-malarial medicines because they believed their symptoms—like headache, fever, and
tiredness—were suggestive of malaria. Schemas for body image informed the meaning given to diabetes symptoms
similar to those of HIV, like severe weight loss. Confusion among members of the community about the diabetes
symptoms instigated tension, causing patients to be mistrusted and stigmatized. The process of meaning-giving
and the diagnosis of the diabetes symptoms was challenging for both patients and health care professionals.
Diabetes patients reported being initially misdiagnosed and treated for other conditions by medical professionals.
The inability to assign meaning to the symptoms and determine their etiologies informed the decision made by
some patients to consult traditional healers, and to associate their symptoms with witchcraft causes.
Conclusion: The meanings given to diabetes symptoms and the care-seeking practices described in the study are
shaped by the prevailing cultural schemas for infectious diseases and their treatments. Efforts to educate people
about the symptoms of diabetes and to encourage them to seek out appropriate care should build on the prevailing
cultural meaning system and schemas for diseases, health and illness.
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The surge in the number of diabetes mellitus cases has
become a major public health concern worldwide. There
are currently around 382 million people with diabetes
across the globe, and this figure is projected to rise to
592 million by 2035. An estimated 80% of these cases
are in low- and middle-income countries (LMICs) [1].
For Sub-Saharan Africa (SSA), 14.7 million diabetes
cases were reported in 2011. Thus, around 3.8% [2] of
all people with diabetes are currently in this region, and
the number of individuals with diabetes in SSA is ex-
pected to double by 2030 [3]. As in other countries cur-
rently undergoing the epidemiological transition, type 2
is the dominant form of diabetes in the SSA countries
[4,5]. In Tanzania, more than one million people had di-
agnosed diabetes in 2006 [6] and the diabetes prevalence
rate had reached 9.1% by 2012 [7]. However, it has been
estimated that 80% of Tanzanians with diabetes are un-
diagnosed [8], possibly due to low levels of awareness
and knowledge of the signs and symptoms of the disease
[9-12]. Many people with diabetes likely die undiag-
nosed, and prematurely since they cannot survive long
without treatment [9]. Diabetes is increasing in Tanzania
at roughly equal rates among men and women and
among urban and rural areas [7]. Currently, however, lit-
tle is known about how diabetes is perceived by Tanza-
nians, including about the meanings people ascribe to
the emerging symptoms, or the care-seeking practices of
individuals with symptoms.
The increasing number of diabetes cases is placing
additional burdens on the already strained health care
systems in the majority of the SSA countries, including
in Tanzania [13,14]. Meanwhile, communities with high
diabetes rates are struggling to handle the accompanying
social and the psychological challenges. The health care
systems in these regions have been far more focused on
combatting acute infectious conditions like malaria,
tuberculosis, and HIV/AIDs [15,16] than on treating
chronic non-communicable diseases (NCDs). These
health services generally lack the types of medical sup-
plies and laboratory equipment needed to diagnose and
detect NCD conditions and their complications, and the
levels of awareness of the signs and symptoms of these
conditions remains low [9-12]. While dealing with infec-
tious diseases remains a priority, addressing emerging
NCDs is equally important.
Diabetes is a chronic and potentially life-threatening
health condition [17]. When diabetes remains undiag-
nosed, untreated, or inadequately treated, it can develop
into serious and potentially fatal conditions, including
kidney failure, heart attack, stroke, ulcers requiring limb
amputation, erectile dysfunction, and neuropathy [17].
Diabetes is also associated with increased susceptibility
to other communicable [18,19] and non-communicablediseases [20,21]. The early detection of diabetes symp-
toms and the initiation of appropriate treatments can
help to prevent or delay such complications. Whether
people suffering from diabetes seek prompt and appro-
priate care depends in part, on how their communities
interpret and ascribe meaning to the symptoms.
Across the globe, different communities have different
traditions for interpreting and assigning meaning to
symptoms when people are ill [22,23], which in turn
affect the care-seeking practices of individuals [23]. How
disease symptoms are interpreted, defined, and labeled is
shaped by each community’s cultural meaning system
[24-27]. According to D’Andrade [28], a community’s
cultural meaning system consists of shared cultural sche-
mas, including mental constructs for identifying and
responding to new and familiar phenomena [28], such as
diseases. These cultural schemas prescribe how people
should act in or respond to specific situations [29,30],
including being ill. These schemas are therefore the the-
oretical structures that facilitate the attribution of mean-
ing to and the characterization of objects and actions.
They “form the reality-defining system of the human
and provide information about what states of the world
can be and should be pursued” [28]). The wider commu-
nity’s cultural schemas inform individuals’ beliefs, feel-
ings, and perceptions regarding meaning in their lives.
The schemas also shape people’s actions and experi-
ences, including those related to health and illness, and
thus to how they seek care when symptoms appear.
In this article, we use the cognitive anthropological
perspectives of the cultural meaning system, or the “cul-
tural schema,” in investigating the meanings given to the
symptoms of diabetes in the communities studied, and
how these meanings shape the care-seeking practices of
individuals. Few existing studies have examined the
meanings people attribute to the symptoms of emerging
conditions—in this case, diabetes—and their initial ef-
forts to seek care, especially in rural areas of countries
undergoing the epidemiological transition, like Tanzania.
The current study contributes to filling this research
gap. Our findings can help to explain how the meanings
assigned to disease symptoms in the community shape
the care-seeking behaviors of individuals. Our results
can also be used in shaping strategies for improving
public awareness of diabetes symptoms which can en-
courage those with symptoms to seek prompt and ap-
propriate care and help them to make informed
decisions regarding the treatment and control of
diabetes.
Methods
Study area and population
This study was conducted at the village of Viwanjasitini
and at the diabetes clinic both in the district of
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and is located in the southeastern part of Tanzania,
420 km from Dar es Salaam.
Viwanjasitini is a semi-urban village located 5 km from
the diabetes clinic. The village has a total population of
12,823 (6,359 men and 6,464 women) residing in 2,175
households. The majority of the village residents have
no more than a primary school education. Small-scale
farming (primarily rice and maize) and animal hus-
bandry (primarily pigs and chickens) are the villagers’
main economic activities. The results of our pilot study
clearly showed that awareness and knowledge of the dia-
betes signs and symptoms were virtually non-existent in
the general community.
The diabetes clinic, which is part of the designated
district referral hospital, is the only clinic in the district
that provides diabetes services primarily to people from
rural and semi-urban areas. The inclusion of the clinic
in the study provided us with an opportunity to recruit
diabetes patients from rural areas and examine their
care-seeking practices. The district faces a burden of
infectious diseases such as Malaria [31,32] HIV and
AIDS [33] and tuberculosis [34]. Whereas for non-
communicable diseases such as diabetes the district
also faces an increasing prevalence. An ongoing adult
observational cohort study has reported that diabetes
prevalence among women aged 60+ years in the dis-
trict is 12% [35]. The current study was conducted
concurrently with another study that assessed the care-
seeking behaviors of adults with malaria; the results of
this second study are presented separately [36].
Study design and methods
To explore collective meanings assigned to diabetes
symptoms in the community and by the people with
diabetes we conducted nine focus group discussions
(FGDs) with 58 adults (21 men and 37 women) between
October and November 2012 (See Table 1). Of the 58
participants, 32 were people in the community and 26
were people with diabetes. To examine the care-seeking
practices and how the meaning-giving system in the
community shaped how individuals sought care we
conducted 19 in-depth interviews with adult diabetes
patients (10 women and 9 men) between February and
March 2013.Table 1 Participants information for focus group discussions
Activity Age
range
Gender Level
educaMale Female
FGDs 25 - 80 21 37 0 – fo
IDIs 25 - 80 9 10 0 – foParticipant recruitment
The FGDs with people in the community involved indi-
viduals who were purposively recruited from the village
with the help of village leaders. These individuals were
either neighbors or relatives of diabetes patients. Some
FGDs also included people living with diabetes who were
purposively recruited from the clinic. The recruitment of
the participants for the FGDs ended when data satur-
ation was reached.
All of the IDIs were conducted with diabetes patients
who had been living with the condition for at least six
months prior the date of the interview. The IDI partici-
pants from the semi-urban village were purposively se-
lected from the community with the help of village
leaders. We visited households in the community and
asked whether anyone in the household had diabetes. To
avoid recruiting people of the same social network, dif-
ferent entry points were used. The IDI participants at
the diabetes clinic were purposively selected from the
clinic attendees with the help of a clinic nurse. The re-
searcher explained the purpose of her presence at the
clinic to the patients and people with diabetes from rural
areas were identified taking into consideration their age,
gender, and years since diagnosis. After verbal consent
was given interviews were conducted at a canteen lo-
cated close to the designated district referral hospital.
The recruitment of the IDIs participants ended after
data saturation was reached. Some participants who
came from rural areas were paid a small amount to help
cover their transportation costs.
Data collection and analysis
The data collection team consisted of the first author
and two research assistants. The data collection guides
(see Additional file 1) were piloted by the team, and the
pilot results were used to refine the final guides
employed in the study and to determine the FGD re-
cruitment criteria. The actual data collection took place
in two separate rounds. The team first conducted the
FGDs. The results from the FGDs were used to improve
the interview guides (see Additional file 2). The first au-
thor facilitated all of the discussions. One research as-
sistant was engaged for note-taking in each of the FGDs.
All of the FGDs and the IDIs were conducted in Swahili,
a language spoken by the majority of people in the studyand in-depth interviews
of
tion
No. of people
through the
community
No. of people
through the
diabetes clinic
Total
rm IV 32 26 58
rm IV 10 9 19
77
Table 2 Diabetes symptoms as identified by the study
participants and the International Diabetes Federation (IDF)
Symptoms identified by study
participants
Symptoms identified by
the IDF
Frequent urination especially
at night
Frequent urination
Extreme thirsty Excessive thirst
Blurred vision Blurred vision
Feeling hungry all the time Increased hunger
Extreme tiredness Tiredness
Severe loss of body weight Weight loss
Loss of memory Lack of interest and
concentration
Numbness in the toes/feet A tingling sensation or numbness
in the hands or feet
Falling ill frequently
Severe headache
Being quick-tempered
A dry mouth/throat
Reduced body strength
Excess sweating
Pain all over the body
Hallucinations
Itching around genital areas
High fever
Frequent infection
Slow-healing wounds
Vomiting and stomach pain
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sions were digitally recorded and verbatim transcriptions
were made within 48 hours of the time they were
conducted.
The transcripts were reviewed and crosschecked for
quality by the first author before they were imported to
NVivo 9 (QSR International Pty Ltd, Australia). All of
the transcripts were analyzed in their original language.
The analysis process had two levels. The first level of
analysis involved developing inductive and deductive
codes and writing thick descriptions. Both the inductive
and the deductive codes were developed by the first au-
thor. The codes were shared and discussed among the
first three and the last author, and any discrepancies
were reconciled among the four authors. The second
level of analysis involved categorizing the codes into
themes and family codes following principles of
grounded theory. This paper presents results from the
FGDs on the meanings assigned to diabetes symptoms
in the community and the IDI findings on how these
meanings shape the individual care-seeking practices of
the diabetes patients. While the data provided by the pa-
tients’ FGDs and IDIs were fairly consistent, in the re-
sults section, these findings are not presented separately
by method, but are instead used to describe different
themes that emerge from the data.
Ethical approval
The study was approved by institutional review boards of
the Faculty of Spatial Sciences, University of Groningen
in the Netherlands; the Ifakara Health Institute (IHI) in
Tanzania; and the National Tanzanian Medical Research
Co-coordinating Committee of the National Institute
for Medical Research (NIMR). All participants were
thoroughly informed of the study and then verbal con-
sent was taken before the beginning of the IDIs and
FGDs. Specific to the low-literacy setting verbal consent
was the most suitable form of consent taking. To ensure
anonymity of the study participants, all of their potential
identifiers were removed from the data, and only their
opinions are presented.
Results
Five themes emerged from the data: (1) knowledge and
awareness of diabetes signs and symptoms, (2) meanings
given to diabetes symptoms, (3) the use of anti-malarial
medicines (4) seeking diagnosis and treatment from
health facilities, and (5) relatives’ advices and traditional
healers’ consultations.
Knowledge and awareness of diabetes signs and
symptoms
Several symptoms of diabetes were mentioned in the
study (see Table 2). In the group discussions with peoplefrom the community, addressing this issue sometimes
required considerable probing. The diabetes patients re-
ported having experienced one or several symptoms be-
fore they were diagnosed with the condition. However,
none of these patients said they had initially understood
that the symptoms they were experiencing were indicative
of diabetes. Some of the diabetes symptoms mentioned by
the study participants overlap with the general symptoms
identified for diabetes by the International Diabetes
Federation (IDF) [37] while others do not (see Table 2).
Irrespective of their gender and place of residence, the
study participants generally described diabetes as being
a new disease in the community, and the majority of the
people from the community appeared to lack knowledge
and awareness of its signs and symptoms.
Most of the participants in the group discussions with
people from the community reported having heard
about “Kisukari”—meaning “a sugary disease”—but they
could not describe its symptoms. Similar statements
were made in the discussions with the diabetes patients.
These patients reported that they had not recognized
the condition before they were diagnosed. In the in-depth
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started they did not associate them to diabetes because
those symptoms were not familiar to them:
“When it (diabetes) started I failed to define it because
its symptoms were new”a Male patient, 75 yrs.
Meanings given to diabetes symptoms
Some patients reported attributing some of the diabetes
symptoms they experienced—like loss of strength, fre-
quent urination, and excessive thirst—to witchcraft, be-
cause they could not assign meaning to the symptoms
or explain their etiologies. Since diabetes was a relatively
new disease in the community when the individuals
started experiencing the condition, they drew upon their
knowledge of infectious diseases from the existing cul-
tural models and schemas in seeking to interpret and
understand the new symptoms. When the prevailing cul-
tural models for diseases in the community were not
able to provide explanations for the symptoms they were
experiencing, the patients often attributed their condi-
tion to external causes:
“The feelings of being bewitched were completely there.
You think …. for sure I have been bewitched, this must
be witchcraft, it is not a disease from God. Those
thoughts will always be there because first you are
amazed that a person can fill a bucket in just a single
night, and can drink so much water. I mean one
bucket of water is not enough… you may even think
you have been attacked by demons because that is not
a normal condition” Female patient, 52 yrs.
When the community members were interpreting and
assigning meaning to the symptoms people with diabetes
were experiencing, some attributed the symptoms to dif-
ferent diseases or to economic status. In the group dis-
cussions with people from the community, a number of
participants said they see diabetes as a disease of rich
people, as only the rich can afford to eat “good food”
and sweet things. Interestingly, during the patient dis-
cussions, the participants noted that while diabetes was
once seen as being “a disease of the rich,” it is starting to
affect a majority of community members regardless of
their wealth:
“Previously they were calling it a disease of the rich,
but nowadays it is a disease of all people” Male
Patient FGDs
It was spontaneously reported by participants in the
study that diabetes patients are sometimes labeled as be-
ing HIV positive by members of the community because
diabetes patients like HIV patients, often suffer a severeloss of body weight prior to treatment and are intermit-
tently sick. The diabetes patients reported that people in
the general community often doubted they had diabetes,
and instead believed they were HIV positive. In elaborat-
ing on the meanings assigned to some of the symptoms
diabetes patients’ experience, and how they are inter-
preted in the community, one of the participants in the
patient group discussions reported having been con-
fronted directly and asked:
“Why is your health so unstable… have you been
tested (for HIV)?’ Even when you say I have been
tested and I am just fine, you still hear: ‘You had
better get another test at another place because
sometimes they can miss it, if the second test shows
you are ok, then you can be completely sure’” Female
patient FGDs.
The interpretations of and the meanings given to these
symptoms were embedded in the community’s cultural
meaning system regarding body image, and were specif-
ically affected by the cultural value that a healthy person
should look “fat.” The community’s system of assigning
meanings to symptoms of disease appeared to inform
the individual patients’ schemas and their own self-
image:
“…..this is not the body I had … I had heavy weight…
so when I found my body weight decreasing day after
day … I thought I had HIV/AIDS… actually many
other people thought so as well” Male patient, 42 yrs.
The above comment indicates that the patients’ inter-
pretations of and the meanings they ascribe to their
symptoms are shaped by their wider community’s cul-
tural schema for infectious disease symptoms. Labeling
people with diabetes as HIV positive creates tension in
the community, and can cause them to be mistrusted
and stigmatized. A number of the diabetes patients in
the study said that being labeled HIV positive under-
mined the sense of trust between themselves and their
family members. In the in-depth interviews, some of the
patients reported that they had to undergo multiple HIV
tests just to convince their relatives that they did not
have AIDS:
“…when I became thinner my mother said I must have
been infected [with AIDS]. She told me to go to the
hospital and find out; I told her I had taken all the
tests, and that the tests showed that I am not infected.
She said ‘I don’t believe you, let us go together.’ I had
to go with her to the hospital. I was tested and I told
them not to give me the results, but to instead give
them to her. Another day there were experts walking
Metta et al. BMC Public Health  (2015) 15:224 Page 6 of 11through the streets testing for HIV/AIDS. I went and
had another test and instructed them to give the
results to my mother so she would be satisfied. When
she got the second set of results she was finally
satisfied.” Female patient, 40 yrs
In describing the stigma diabetes patients face when
they are labeled by the community as being HIV posi-
tive, the patients reported that they sometimes found
that other people in the community were openly gossip-
ing about and pointing fingers at them:
“They were saying it openly… you find them sitting
and saying ‘That one is infected she is not well’”
Female patient, 36 yrs
The high rates of infectious diseases in the community
appear to have permeated people’s cultural meaning sys-
tems, leading them to interpret and label new disease
symptoms accordingly. When the prevailing cultural
frameworks and disease schemas were no longer useful
in helping communities assign meanings to the symp-
toms observed, there was confusion among both the
wider community and the specific individuals who expe-
rienced those symptoms. Even in cases in which the
existing cultural frameworks were not able to explain
the emerging conditions, the prevailing cultural schemas
continued to be used, affecting the reactions of the indi-
viduals and of the community in general:
Use of anti-malarial medicines
Because of the lack of familiarity with diabetes symp-
toms and the prevailing community schemas regarding
body weakness and malaise, the emerging diabetes
symptoms were often initially interpreted as being asso-
ciated with malaria, a common febrile condition in the
study area. A majority of the patients who were inter-
viewed in-depth said that when they initially started feel-
ing unwell they used malaria medicines, because they
thought their symptoms—e.g., tiredness, fever, and head-
ache—were caused by malaria. They explained that when
these anti-malaria treatments did not alleviate their
symptoms they sought additional care. This process re-
flects the cultural dominance of the infectious disease
treatment framework in the wider community, which
appears to have shaped the individuals’ care-seeking
strategies:
“ I was struggling ….Sometimes I bought malaria
medicines from the shop and used them …When I
found they did not help I decided to go to the health
facilities… I went to a number of small dispensaries,
trying every possible medicine but my condition
remained the same… And this was before the sugarwas diagnosed… Then I thought maybe I should go
directly to the big hospital….. So I went there for
testing.” Male patient, 57 yrs
The above comment indicates that this patient was
looking for a cure of the kind that might be expected
when using treatments for infectious conditions such as
malaria. The expectation that these treatments will pro-
vide a cure explains the patient’s care-seeking patterns.
These practices mirror the existing cultural schema of
the wider community regarding recovery from illness
and the care-seeking practices associated with curable
conditions. This situation might have informed the deci-
sions of the individual patients, who likely were reluctant
to assume that their symptoms were indicative of a non-
infectious chronic condition. The idea of having a
chronic and incurable condition did not seem to fit peo-
ple’s cultural models of health and illness.
Some of the diabetes patients indicated that when they
failed to properly interpret the symptoms and could not
assign meaning to what they were experiencing, they be-
came confused, and thought they probably had a disease
that would clear up on its own. These patients reported
that they then did nothing, used painkillers like “Pana-
dol,” or drank plenty of water:
“I did not have any dose… eeh.. my dose was just
water and Panadol because I was confused…. I did not
know what to do. I though probably it will end by
itself but to my surprise it did not stop and I
continued losing weight…. So I decided to go to the
health facility.” Female patient, 40 yrs
Seeking diagnosis and treatment from health facilities
The process of interpreting and assigning meaning to
the diabetes symptoms, and then obtaining a diagnosis
of the condition, was seen as challenging by the majority
of participants in the study. A number of the diabetes
patients said they faced problems in getting a diagnosis
even after they sought care in modern health care facil-
ities. During the patient group discussions, the majority
of participants reported that when they went to the
health facilities they were initially diagnosed and treated
for other diseases, like urinary tract infections (UTIs)
and sexual transmitted diseases (STDs), because of their
frequent urination and itching around the genital area.
Other patients said that when they visited the health fa-
cilities and explained to the clinician how they felt, a
malaria test was ordered; and that when malaria was not
detected they were sent home with painkillers only. Sev-
eral of the patients reported that they were given a num-
ber of different tests before the provider finally
prescribed a test for diabetes. This apparent tendency
among health care workers to misdiagnose delayed the
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seeking responses of the patients and their ability to
manage their condition. Figure 1 below depicts a case
study of the process that one of the diabetes patients
who was interviewed in-depth reported going through
before she was finally correctly diagnosed.
The experience depicted in Figure 1 indicates that the
prevailing schemas in the community for interpreting
the symptoms of infectious diseases like malaria not only
inform the care-seeking practices of individual commu-
nity members; they also shape the initial responses of
the health care workers to the emerging symptoms. This
implies that among a majority of the health care workers
responsible for diagnosing and treating patients, the cul-
tural models of illness and the dominance of infectious
diseases in the community shaped their initial interpre-
tations of and the meanings they assigned to diabetes
symptoms.
Relatives’ advices and traditional healers’ consultations
Some of the patients who participated in the in-depth
interviews reported that when their symptoms persisted
due to misdiagnosis, they turned to friends and relatives
for assistance in assigning meaning to the symptoms
they were experiencing, and for advice on how to treat
their condition. Some participants reported being ad-
vised to taste their own urine to see if it contained
sugar:
“I felt very thirsty, urinated frequently, and was
drinking plenty of water. And when I urinated I would
see ants following the trail. I did not understand whatHeadache, 
fever, 
tiredness, 
frequent 
urine 
Drug shop 
• Anti-malaria 
• Pain killer 
(Paracetamol) 
Relieve with 
fever; other 
symptoms 
persisted 
and 
experienced 
stomachache 
Symptoms 
experienced 
1st action  
Outco
2nd a
Health fa
• Anti
mala
• BP 
med
All 
sympto
persist
Outcome 
Figure 1 A case study of the care seeking process for diabetes.all this meant. I waited around 10 days and then I
decided to go to a health facility to find out. I saw two
doctors who worked there. I explained the problem to
them and I had a blood test, but they did not diagnose
it ….instead they gave me Panadol. I went home and
saw one of my relatives. When I explained to him
what happened he said … ‘This could be diabetes. If
you want to find out take a few drops of your urine
and taste for sugar.’ I followed his advice and tasted
the sugar. I went back to the clinicians and told them
that I have discovered I have diabetes. They asked,
‘How did you know?’ I said, ‘I tasted my urine.’ Then
they referred me to the diabetes doctor….He ordered a
test and found out I indeed have diabetes. Since then I
have been having diabetes treatments.” Male patient,
75 yrs
Some of these patients reported that when their rela-
tives were not able to help them in interpreting or at-
tributing meaning to their symptoms, or in labeling their
condition or determining its etiology, their family mem-
bers advised them to visit local healers for more help.
The decision to visit local healers was described as being
a situation of rescuing life. A participant in one of the
group discussions with people in the community ex-
plained the appeal of traditional healers:
“You know what causes all this [going to traditional
healers] it is that people get sick and don’t get better…
They think they have used medicines for malaria,
typhoid and whatever …. but have seen little
improvement. When they become thinner every dayme
ction 
cility 1 
-
ria 
icines 
ms 
ed  
Health facility 2 
• Anti-
malaria 
• Stomach 
ulcer  
medicines 
3rd action  
Outcome 
Stomach 
ache 
relieved; 
other 
symptoms 
persisted  
4th action 
Revisit to 
Health 
facility 2 
Outcome
Diagnosis 
of 
diabetes 
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try traditional healing. They think they must be
bewitched or something like that. So one goes there [to
traditional healers] in a situation of rescuing life.”
People in the community FGDs
Different reasons for consulting traditional healers
were given in the focus group discussions with diabetes
patients. A majority of participants in these discussions
said people consult traditional healers in response to the
symptoms they are experiencing, especially when they
cannot interpret or ascribe meaning to their symptoms,
or when health facility visits do not help them in inter-
preting the symptoms and diagnosing the problem.
Others said that a visit to a traditional healer may be ini-
tiated when patients do not understand what is happen-
ing to their body, particularly when some of their
symptoms are terrifying:
“When I contracted diabetes I was very fat. I had a big
belly, but it disappeared after only three days. I mean
everyone who saw me was surprised, saying, ‘It has
only three days!’ That is why I went to the traditional
healer. I was afraid because I had changed a lot; it
was a big change for just three days. I thought I was
bewitched…” Diabetes patient, FGDs
Although a number of participants reported consulting
with traditional healers as a response to the diabetes
symptoms they were experiencing, none of the partici-
pants claimed that these consultations provided a cure.
The diabetes patients reported that when they visited
the traditional healers they were diagnosed as being
bewitched. Some of these patients said they used various
concoctions, but continued to get worse. They then
stopped seeing the healers and again sought help from
health care facilities:
“Honestly, after using all those medications I did not
find relief in any of them… I was surprised… All of
them (the healers) said I was bewitched…. I used lots
of medications, but was surprised that the condition
kept getting worse. That is when I thought, No let me
just visit the health facility.” Female patient, 58 yrs.
Discussion
This study was conducted in order to provide insights
into the meanings assigned to diabetes symptoms in the
community, and how these meanings shape the care-
seeking practices of individual patients. The results
showed that among members of the community, aware-
ness and knowledge of the diabetes signs and symptoms
appear to be very limited, and people with diabetes knew
little about the disease before they were diagnosed.These findings are in line with those of earlier studies
for Tanzania [11] and other SSA countries [38-42]).
The failure of individuals to correctly interpret, label,
and assign meaning to their diabetes symptoms is indi-
cative of the general lack of knowledge about diabetes
in the community, and this has implications for the
awareness of diabetes signs and symptoms and the
care-seeking responses of patients. The low levels of
awareness and knowledge of diabetes signs and its
symptoms explain why patients were late in visiting
health care facilities [43], and suggest that patients may
find it difficult to recognize further risks associated
with their condition.
As diabetes is relatively new to the community, the
prevailing cultural meaning system for acute infectious
diseases is used to interpret the symptoms, assign
meaning, and label the condition. The study partici-
pants reported that diabetes symptoms are commonly
misidentified as being those of malaria and HIV. The
community’s cultural schema for body image—i.e., the
assumption that a healthy body should look “fat”—appears
to have informed this interpretation. The severe loss of
body weight is a sign which is interpreted and imbued
with meaning. The tendencies to ascribe certain meanings
to diabetes symptoms and to interpret them as being
those of HIV have also been reported in other African set-
tings [44,45]. These perceptions can discourage undiag-
nosed individuals with diabetes from seeking care for fear
they will be labeled HIV positive and stigmatized. The
threat of social stigma can therefore have negative conse-
quences for public health. Communities need to be in-
formed about diabetes and its symptoms, and educated
that a severe loss of body weight can be a sign of diabetes,
as well as of HIV/AIDS.
The majority of the diabetes patients in the study re-
ported having initially interpreted their symptoms as be-
ing indicative of malaria, a reported common illness in
the district studied [46-48]. The misinterpretation of dia-
betes symptoms can lead to misdiagnosis and the in-
appropriate use of treatments, and can thus increase
patients’ risks of developing long-term and potentially
devastating complications [13,49]. The study found that
both members of the community and health care profes-
sionals misinterpreted and misdiagnosed the symptoms
of diabetes, as was observed during patient discussions.
It led patients to be treated for other conditions. This
may be the result of the prevailing cultural schemas for
interpreting, diagnosing, and treating infectious illnesses
that continue to dominate the health care systems in
most of the SSA countries [5]. It also reflects the low
levels of awareness of diabetes signs and symptoms
among medical professionals and the poor quality of the
diagnostic tools used by the majority of health facilities
in Tanzania [11].
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are insufficiently equipped to diagnose and treat chronic
diseases like diabetes, especially when working in rural
and remote areas [11,50] where these conditions were
once rare [16]. As chronic and lifelong conditions are
becoming more prevalent among both rural and urban
populations [7], it is important that health care profes-
sionals increase their knowledge and awareness of the
signs and symptoms of these chronic conditions, and
that the diagnostic capacity of health facilities be en-
hanced. In addition, the provision and delivery of health
services in both urban and rural areas should be adapted
to account for these emerging conditions.
It was the sweetness of their urine that helped patients
to self-diagnose their condition, and people referred to
diabetes as “Ki-sukari”, meaning a sweet disease. This is
also known from other settings. For example, among
Cameroonians, the cultural schemas and meanings at-
tributed to diabetes have led into describing the condi-
tion as “a disease that is sweet” [51]. This description
appears to have informed individuals’ responses to the
condition and their subsequent care-seeking practices.
In Ghana, diabetes, or “sugar disease,” is seen as a dis-
ease of wealthy people who can afford foods high in fat
and sugar [52,53]. In Zimbabwe [54] and Uganda [44],
the cultural explanations for and meanings ascribed to
diabetes have often been related to supernatural forces,
leading those suffering from the disease to seek care
from traditional healers. These observations illustrate
how cultural schemas for diseases and the meanings at-
tributed to these conditions in the communities shape
how individuals respond to their illness and seek care.
The inability of the community’s cultural meaning sys-
tem to help individual patients in the study in interpret-
ing their symptoms and giving meaning to what they
were experiencing prompted these patients to attribute
their symptoms to witchcraft. This finding is similar to
observations made in Zimbabwe [54] and Uganda [44],
in which diabetes patients reported they believed they
were bewitched when they initially experienced symp-
toms. Attributing diabetes symptoms to witchcraft may
lead patients to delay seeking appropriate care for their
condition, and could result in complications.
The influence of family members and relatives on the
care-seeking practices of patients with acute [55] and
chronic [56] conditions has been widely reported. The
patients interviewed in this study mentioned seeking
care from traditional healers after being advised to do so
by their relatives, especially when their family members
could not help them in interpreting, labeling, and assign-
ing meaning to their symptoms; and after they experi-
enced no relief from their symptoms despite having
visited a health care facility. Some study participants re-
ported that they were motivated to seek out traditionalhealers because diabetes symptoms are associated with
witchcraft. This finding is in line with the results of
other studies for SSA which showed that healers are
commonly consulted for conditions perceived as having
witchcraft or spiritual associations [44,57]. These per-
ceptions are part of the prevailing cultural schemas that
inform the interpretation of illnesses, especially where
the existing level of community knowledge cannot assign
meanings and labels to the symptoms. In this study, pa-
tients reported consulting traditional healers when they
could not make sense of the symptoms they were experi-
encing. As this was a conscious choice, this finding di-
verges from those of studies which showed that traditional
healers were consulted mainly when conventional health
services were unavailable or too far away [10,58]. Our re-
sults suggest there is a need to look at the role of trad-
itional healers in interpreting and assigning meaning to
diabetes symptoms, and in care-seeking behaviors. Pro-
grams that raise awareness in the community and involve
traditional healers in encouraging people to visit conven-
tional medical facilities have been shown to be successful
in treating infectious conditions like malaria [59,60].
The care-seeking practices observed in this study re-
flect the fact that in Tanzania acute infectious diseases
such as malaria have been dominant, while chronic dis-
eases have been relatively rare. Our study results indicate
that prior to diagnosis the diabetes patients were expect-
ing to receive medication that would ameliorate their
symptoms and cure them. This tendency to search for a
cure for their symptoms explains the care-seeking pat-
terns observed in the study. Diabetes is a chronic and
lifelong condition that cannot be cured, but which can
be treated to minimize its effects and prevent potentially
devastating complications [17,61]. Community members
need to be informed about the difference between
chronic and acute illnesses.
This study provides very important findings on the ini-
tial responses to the appearance of diabetes symptoms
among people living in rural communities. However, as
the study was restricted to a particular group of people
who were purposively selected, the results can only be
generalized to settings with a similar context. Although
these findings are specific to the site of the study, it is
likely that similar processes exist in other parts of
Tanzania. However, the results of this study could be
used as a basis for a larger survey which could attempt
to confirm them in a broader setting.
Conclusion
This study showed that there is a lack of awareness
about diabetes signs and symptoms in the communities
investigated. As a consequence, the prevailing cultural
schemas for infectious diseases in the community influ-
enced the interpretation of diabetes symptoms by both
Metta et al. BMC Public Health  (2015) 15:224 Page 10 of 11patients and health professionals and shaped the care-
seeking practices of individual patients. The misdiagnosis
of diabetes led patients to use anti-malarial medications,
to consult traditional healers, and to attribute their dia-
betes symptoms to witchcraft. In educating communities
about emerging chronic diseases, building on the prevail-
ing cultural meaning system and schemas for diseases,
health, and illness is recommended.Endnote
aAs all of the quotes have been translated from Swahili
to English, they may not follow a strict grammatical
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